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(1,2,4). The incidence of cervical neoplasia during pregnancy is 3 o/oo. In our clinic we observed 6.807 pregnancies over a period of ten years with only 17 cases of neoplastic alterations of the cervix. All neoplasias were diagnosed by routine cytology. During pregnancy, the interpretation of cytology and colposcopy can be very difficult (3). As a result we diagnosed in some cases cytologically a beginning infiltration which was not verified in the following histologic examination. Therefore cytologic examination should be carried out in the first eight weeks when those alterations caused by pregnancy are still absent. Since there exist no studies that prove that ClN is biologically more aggressive in pregnancy we carried out only follow-up controls every 6 weeks. We obstained from conisation to avoid complications. By this management an invasive cervical carcinoma never developed or escaped our notice. The invasive cervical carcinoma needs an individual procedure. This depends on the size of the tumour and the age of pregnancy at the time of diagnosis. Before the 20th week we induced abortion followed by radical hysterectomy and pelvic lymph node extirpation. In the second half we tried to carry on the pregnancy until the 34th week of gestation. Gynecol.1, 1956 Gynecol.1, -1968 Gynecol.1, (1979 . The influence of pregnancy on the development of preinvasive and invasive cervical neoplasia was evaluated on the basis of the cytological, colposcopic and biopsy findings at the Department of Obstetrics and Gynecology~ University of TUbingen from 1970 until 1984. During this time 128 pregnant patients with cytological findings Papanicolaou grade Ill/Ill D~ 37 pregnant patients with Pap IV a/Pap IV b and 2 pregnant patients with Pap~ V were treated. 100 pregnancies were delivered at tenn. 56 were terminated by legal abortion and 12 pregnancies ended as spontaneous abertiono lhe results can be sumnarized as follows: 1. Marked increase of cervical intraepithelial neoplasia (CIN) in pregnancy. 2. Recognizable age shift towards younger patients during the period of study in patients with preinvasive and invasive cervical lesions.The mean age of the patients was 27,6 years. The mean parity was 0.9, 40~8% of the women were nuIiiparLus. 3o 80% of the patients had their first Pap-smear at the time of prenatal care 4. The careful evaluation of the abnormal findings resulted in 8 cases with light or moderate dysplasia (CIN I/II), 3 dases with severe dysplasia (CIN III). 18 cases with carcinoma in situ, 6 cases with microinvasive carcinoma and 4 cases with invasive carcincma. 5. Pregnancy seems not to prcmote progression of CIN lesions into invasive carcinoma~ There was no difference between full-tern pregnancies and abortions. 6. In suspicious cases invasion should be excluded by conisation. 7: The rates of remission and progression are similar as in non-pregnant patients. To answer these questions the data of patients suffering from MC correlated to PG or PP of the last ten years were evaluated. An incidence of 6 patients per i0,000 deliveries was observed. The mean age was 34.0 (range 25-45 years). In 2/3 of the patients MC was confirmed during the last trimester of PG or during the PP.The delay between the first symptoms and the confirmation of MC was in average 4.2. months. In a relatively high number of patients a T2-or T3-stage of MC was confirmed. In only one case an early cancer was diagnosed. 6 of 14 patients had positive lymph nodes and half of them demonstrated a positive steroid receptor level (estrogen-or progesterone-receptor). In about 2/3 of all cases the PG could be maintained in spite of the malignant disease until termination of PG by caesarean section. The prognosis of such patients was not worse than that of other comparable non-pregnant women. The prognosis was also independent from a continuation of the PG prior to the adequate therapy. Conclusions: The MC during PG or PP is a rare r hut very dangerous complication. The patients are relatively young. The tumor size and the lymph node status are infavourable due to the delay of diagnosis. This delay is responsible for the relatively bad prognosis. Termination of the PG does not improve the prognosis. The kind of therapy is therefore identical in pregnant and non-pregnant women. The improvement of the results can only be achieved by realizing that each swelling or infla~nation of the breast tissue during PG misht be a carcinoma.
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